Screening programs for colorectal cancer can decrease the mortality associated with colorectal cancer, and colonoscopy with polypectomy has been generally considered to be the most effective method of cancer prevention.[@B1]-[@B3] Recent studies have shown that surveillance colonoscopy after polypectomy constitutes a considerable proportion of the total number of colonoscopy procedures. Although many guidelines on post-polypectomy surveillance have been introduced,[@B1]-[@B4] these have not yet been perfected owing to the several problems including confusion in pathological classification.[@B5] According to the Vienna classification-which represents the Western system of classifying high-grade dysplasias-carcinoma in situ and intramucosal cancer can be grouped in the same category because distinction between these subcategories is irrelevant from a therapeutic viewpoint.[@B6] However, in Korea, the consensus among pathologists is that they are distinct from each other.[@B7] This difference in concepts can cause confusion among clinicians in Korea. From this standpoint, the study by Hong et al. was significant because it revealed the actual surveillance practices in Korea. According to Korean guidelines, the first follow-up endoscopy recommended for high-grade dysplasias is after 3 years, and there is no mention of carcinoma in situ or intramucosal cancer.[@B4] In addition, a large proportion of clinicians do not follow the guidelines even if they work in a university hospital.[@B8] The results showed that 32.9% of the patients with high-grade dysplasias/carcinoma in situ and intramucosal carcinoma underwent follow-up endoscopy within 3 months after polypectomy. The recent mean follow-up period for advanced neoplasia was at 8 months.[@B8] Considering that the guidelines suggest a follow-up at 3 years, this is too short interval between procedure and follow-up colonoscopy. Even with low-risk adenoma, several Western studies have also reported a shorter follow-up interval than that recommended in the guidelines.[@B9]-[@B11]

Several issues remain unsolved in the present study and need further clarification. First, as the authors stated, pathologists in Korea tend to report, high-grade dysplasia, carcinoma in situ, and intramucosal carcinoma as separate entities. However, the guidelines are mostly based on Western data. For an exact understanding of actual clinical practice, it is necessary to determine the clinical characteristics and follow-up interval for each pathology group. There is a discrepancy between pathological classification and management in Korea. In fact, many clinicians might consider that carcinoma in situ and high-grade dysplasia should be managed using different approaches. Second, before educating clinicians about guidelines, it is necessary to ensure that these guidelines are truly safe and ideal. No study has yet examined whether follow-up intervals should be identical among the subgroups. In addition, lymph node metastasis has been reported after resection of intramucosal carcoma,[@B12] so many clinicians in Korea have been confused about the length of the follow-up interval. These results suggest the requirement of safer and more efficient guidelines, which reflect the actual situation in clinical practice.

Third, to educate clinicians, Hong et al. need to examine the cause and background of actual clinical practice in Korea in more depth. The authors describe how the heightened interest in colorectal polyps made clinicians more concerned about their recurrence. Because of this, the follow-up interval became shorter, especially in cases of advanced neoplasia.[@B8] Furthermore, although there is no possibility of lymph node metastasis, the management and follow-up of early gastric carcinoma could affect that of intramucosal carcinoma of the colorectum. There may be several other reasons for performing aggressive surveillance irrespective of the pathological classification. The follow-up interval may be affected by polyp size, polyp number, degree of dysplasia, preparation status of the bowel, risk factors of colorectal cancer such as family history, and presence or absence of complete removal of the polyps.[@B13] Determining the factors that are modifiable may help reduce the gap between guidelines and actual practice.

Despite retrospective design and several unanswered questions, the present study is very important because it is multicentric and shows the degree of understanding of the gastroenterologist in the pathology of colonic intraepithelial neoplasia and the discrepancy between guidelines and actual practice. These results indicate that a conscious effort is required to establish surveillance guidelines based on Korean data so that clinicians can be educated to adhere to these guidelines and the modifiable risk factor of over-surveillance can be reduced.
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